Letters to the Editor
Community mental health centres From Dr D G Wilson General Practitioner, Bushey, Watford and Section Editor, Section ofGeneral Practice Sir, I should like to comment upon the fascinating survey by Professor Kathleen Jones of the models within the shackles of which workers in mental health have historically been confined (September Journal, p 640), and on the euphoric vista which both she and Dr Saul Feldman (p 633) have opened up -the community mental health centre. Professor Jones rightly points out the 'absence of any well-grounded theory in Britain' and then does her best to persuade us that a transatlantic 'administrative idea' would somehow bring real care to the sufferers in our own country. It is necessary to emphasize the differences in the 'soil' -finance (which is scarcely mentioned) and particularly the UK general practitioner service, about which Professor Jones writes so understandingly. Certain it is that standards vary enormously, and much clinical care in general practice is unacceptable; however the defects in the delivery of 'primary mental health care' have been well recognized, and perhaps the main thrust of vocational training for general practice has been in this field -some would say, to the detriment of traditional clinical skills and knowledge. The 'new breed' of general practitioner will soon make criticisms of lack of understanding, feeling, empathy and desire to help sufferers from nonorganic disease seem very wide of the mark.
I do feel most disturbed to find that nowhere does Professor Jones seem aware of the many experiments in mental health care, some with open access built in, and some looking remarkably like the pattern so ably presented to us from the USA. Recently in The Guardian (6 August, P 9), there was a long account of the walk-in centre in Lewisham pioneered by Dr Douglas Brough; the emphasis 'is on accessibility'. In my own small town of Bushey, a scheme called BASE is developing, with open access, and cooperation from all the professionals locally. The initiative here has come from a trainee general practitioner, Dr Max Bayer, who has built bridges between the hospital and the community services. My main reason for commenting on the two articles is to plead for such initiative, and for such variety in the organization of clinics or centres. Furthermore, in'planning and running open access clinics, careful thought must be given to communication with general practitioners; the 'rights' of clients may seem to dictate a closed system, but on the other hand, the entire basis on which the British general practitioner works is to have an information and record system for each patient, comprising all the elements which may affect his health and well-being. Thus, I welcome the development in Bushey, since it is based on an understanding of the role of the general practitioner, and a desire to work beside and with general practice; I fear the hasty development of 'mental health centres' intended to fill a void, no doubt, but by their presence and method of working, destroying general practice in their community.
We may well have to accept that general practice has destroyed itself in the 'inner cities' (if it ever really existed there) and that totally different models of health care delivery may be needed, not only for the mentally sick, but the physically too; many smaller communities are well able to look after themselves, and will themselves develop new models to cope with new 'epidemics'. The intermediate categories will need very sensitive handling, so as to preserve what is best there, to import what can enhance that 'best', and remodel completely only when there is a clear consensus about the new 'model'. I maintain that the quality of the next generation of general practitioners demands that we take only cautious steps before thoughtlessly discarding a model of practice, including the referral system, which gives real hope of an effective, sympathetic and caring mental health organism. (1979) describe a computer-driven colour video system with topographic display of EEG !nput. This is called brain electrical activity mapping (BEAM) . It is a way of compactly viewing the large amount of information normally encoded in the EEG. The authors give examples in which BEAM '(I) localizes tumors in patients with normal or nondiagnostic EEGs, (2) adds additional information to that visible on computerized axial to~ography, and (3) demonstrates electrophysiological abnormalities in patients with functional lesions but normal CT scans'. They go on to say: 'A sensitivity to the functional component of a neur?logical lesion suggests that BEAM may provide complementary information to the anatomical definition provided by the CT scan'. An example is given of a visual evoked potential BEAM plot showing a functional abnormality in the presence of a normal CT scan of an l S-year-old patient with a history of sociopathic behaviour. More recent work by Duffy (1979, in preparation) begins to show that it is possible to detect functional dyslexia with BEAM. Clearly, if these results can be confirmed and extended the clinical uses of the EEG will be greatly increased, especially in the localization of lesions and the diagnosis of some classes of brain dysfunction.
Other uses for BEAM may develop, both neurophysiological (D Hubel, personal communication) and clinical. Crowell (1977) discusses direct brain revascularization and, more recently, its relation to experimental models of potentially reversible ischaemic brain states (personal communication). It would be interesting to see if BEAM could differentiate reversible ischaemia from permanent infarct and provide an indication for this new operation. In its present state BEAM technology is bulky, but a portable version could be made (Duffy, personal communication) . If this were ta~en into the neurosurgical theatre it might be possible to directly monitor various stereotactic procedures. These could include noninvasive proton beam hypophysectomy (Kjellberg 1972) , (Kjellberg & Kliman 1975) (p 503) . In the first paragraph they suggest that in the case described by Madame Frey it was the auriculotemporal nerve which was affected. In my paper (Gordon & Fiddian 1976) , I included an excerpt from the original and translation. This suggests, in fact, that the bullet was impacted behind the angle of the jaw, and therefore it is very unlikely that the auriculotemporal nerve was affected. In my view, it is more likely to have been the greater auricular nerve which was injured, The purpose of my study was to determine whether one (and if so which) or both of these two nerves are involved in cases of Frey's syndrome, and a simple procedure was described. I believe that this should be carried out as a preoperative investigation in all cases of Frey's syndrome (Gordon 1977) . This would at least avoid some disappointing results, as described by others (Glaister et al. 1958 
